suspected patients to the time they are received by the laboratory. That time difference varies between 1 to 32 days, with a mean of 1.5, 1.8, and 2.1 days for Guinea, Liberia, and Sierra Leone, respectively. (unpublished, Pierre Formenty, WHO). There is a need to ameliorate transport of samples to the laboratories. Without the possibility of rapid, local confirmed diagnosis, patients are often reluctant to go to testing sites because of fear of contracting the disease during involuntary delays. Partly because of these delays, by the time of diagnosis the majority of patients with confirmed EVD have been symptomatic (and infectious) for 5-6 days [4] . Recent analysis by WHO of data collected from March 2014 to January 2015 from the three most affected countries found that the time difference between the date of onset of symptoms and the date of sample collection from suspected patients varies between 1 and 21 days, with a mean of 7.2 days. (Unpublished, Pierre Formenty, WHO). The lack of proven interventions (treatment and vaccines) makes early identification and isolated management of EVD cases with rapid and accurate diagnostics even more fundamental to interrupting disease transmission and bringing the outbreak under control [5] . Early detection and care is critical for transmission interruption, initiation of contact tracing, and accurate epidemiological surveillance and has been associated with improved prognosis.
What strategies can lead to safe and faster diagnosis? Though, clearly, cases are clusteredas of October 14, 90% of cases were reported from 14 districts [6] -new foci of transmission constantly emerge, and the changing distribution of cases suggests that it will be unwise to rely on a limited number of high-throughput laboratories and that more decentralized testing could decrease delays in notification. Delays described above are serious, as multiple studies have shown that in the first 2 days of symptomatology, some patients may have very high loads of circulating virus and thus are prone to spread EVD in the family and community [4, 7] . The current centralized diagnostic testing strategy is adequate for case confirmation and proof of cure. But given the EVD geographic spread, the loss of many chains of transmission and the high number of unidentified cases, the current strategy might not be adequate for providing the kind of rapid and flexible response that would help stop Ebola transmission.
Certainly, we should continue with current surveillance strategy of active identification of cases and contact tracing. But in addition, we should establish in non-Ebola health care facilities a complementary surveillance system using safely administered point-of-care diagnostic tests to screen patients for non-Ebola infections and to accelerate detection of hidden and unknown chains of Ebola transmission.
Indeed, the majority of fevers and other non-specific symptoms seen in the outbreak area are not caused by EVD and may be due to one of various other infections endemic in the region, including malaria, typhoid fever, shigellosis, cholera, leptospirosis, rickettsiosis, relapsing fever, meningitis, hepatitis, and other viral hemorrhagic fevers. Among patients with EVD, coinfections with malaria are not uncommon (internal Medécins Sans Frontières report: Epi Bulletin Ebola Epidemic in West Africa). Having a point-of-care test could facilitate the safe reopening of non-Ebola health facilities that have been closed because of the outbreak. In the last quarter of 2014 in Liberia, 62% of health facilities were closed. In the three countries heavily affected by EVD, there has been a significant drop in outpatient visits, institutional deliveries and childhood immunizations [8] . It is important that health care workers dealing with patients outside ETCs have the capacity to exclude EVD without being exposed to additional risks of acquiring EVD.
More than 800 health care workers have reportedly been infected with EVD, and initial analysis shows that a substantial proportion of infections occurred outside the context of Ebola treatment and care centers [1, 9] . Although the exact proportion is unknown, the frequency of reports of health care workers becoming infected through their work in routine medical practice outside ETCs is a telling commentary on the need to couple strengthening of infection prevention practices and extension of Ebola diagnostic testing more broadly into district or local health centers. Rapid, field-adapted point-of-contact/care tests that are highly predictive of EVD and do not carry extensive biosafety requirements could drastically improve detection of EVD patients through decentralized diagnostic testing.
Unfortunately, there is currently no commercially available test with stringent regulatory approval that will meet the needs of most decentralized testing centers. However, this is primarily a financial and logistical problem, not a technical one. For other diseases such as HIV, tuberculosis, and malaria, diagnostic assays with adequate performance based on detection of antigens or nucleic acid sequences have been developed and successfully introduced, with proper shepherding from the public sector [10] [11] [12] . A number of semi-portable molecular amplification tests platforms that integrate sample processing and greatly simplify PCR procedures have been designed and developed in recent years, including for diseases prevalent in resource-limited settings. Such devices can potentially be used for EVD detection, if adapted to the appropriate biosafety requirements. Alternatively, antigen detection, which has worked relatively well-albeit in a cumbersome ELISA format, could form the basis for a rapid diagnostic test (RDT) that, if sensitive and specific enough, could be valuable. The type of sample to be used (e.g., blood versus saliva) and the sample collection requirements (finger prick versus phlebotomy) will be key features for the tests to be simple enough for use in disseminated, lowresource locations.
In recognition of the urgent need for improved Ebola diagnostics, and to guide diagnostic research and development (R&D), a consensus target product profile (TPP) has been developed by the authors and other key partners ( Table 1 ). The intended use of the profiled product is to distinguish symptomatic patients with acute EVD infection from those with non-Ebola virus infection. The TPP outlines two sets of test characteristics: desired (ideal) and acceptable, both of which would allow for varying degrees of decentralized EVD testing through reduced requirements for laboratory infrastructure and for technical expertise in sample collection and/ or running the assay. However, in both cases, the requirement for very high test sensitivity and specificity is maintained, due to the serious individual and public health impacts of both falsepositive and false-negative EVD results.
Concurrently, WHO has also launched an emergency assessment, quality assurance mechanism for EVD diagnostics to inform procurement.
Rapidly developing and providing access to diagnostic tests aligned with the proposed TPP will require that research and development move at an accelerated pace. Continued coordination from WHO will be needed in order to achieve this goal, including such actions as:
• Developing consensus target product profiles to inform diagnostic developers about the specific needs
• Creating and distributing RNA and/or protein standards for early R&D support and analytical testing
• Creating and coordinating a virtual specimen bank network, to ensure equitable access to clinical and virological materials for assay development and evaluation
• Establishing ethical and pragmatic standards for rapid assay endorsement
• Conducting laboratory studies to assess analytical performance
• Conducting field studies to demonstrate clinical performance and feasibility of implementation in Ebola settings • Deploying teams to support training of local health worker teams to safely use the tests in the early implementation phase
There are no good technological reasons why rapid diagnostics for use in decentralized locations cannot be developed to help stop this outbreak. To achieve this goal, the field needs a rapid mobilization of resources and coordination of work to accelerate the development and validation of these urgently needed tools, as well as equitable access. To help achieve this, WHO is providing this coordinating role in partnership with Foundation for Innovative New Diagnostics (FIND), Médecins Sans Frontières (MSF), and the multiple actors involved with the EVD response. 
